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Despite these encouraging facts as well as the many advances in EMS-C documented in this report, the dearth of information about the benefits, in terms of health outcomes, of EMS-C programs per xe is clearly a hindrance to developing quantitative estimates of cost-benefit or cost-effectiveness ratios. This is one reason that so much emphasis was put on patient outcomes (and costs) in developing the research agenda for EMS-C. What clinical expertise, personal observation and experience, and common sense tell us now about the value of EMS-C can then be rendered in monetary terms better suited for making programmatic and funding decisions.
Costs and Financing
Costs and financing issues rank in significance with patient outcomes and benefits. The committee has argued for a concerted initiative in the public and private sectors at the national, state, and local levels to expand EMS-C programs across the country. In the committee's view, this must happen by ensuring that EMS-C resources and planning become integral elements of the broader EMS scene; further, EMS-C must be solidly linked to broader child health concerns. However, in a period of growing anxiety about costs of care and rising inability of the nation to believe it can pay for the health care system it has now and wants to maintain, such calls for expansion of one portion of that system must acknowledge that funding such efforts will require difficult trade-offs between many worthy programs.
The public sector is severely affected by fiscal constraints. The private sector is also affected, and this includes health care organizations, facilities, and individuals (i.e., the providers of emergency care services and the consumers of those services). Hospitals, particularly trauma centers, face serious reimbursement problems. For example, reimbursements based on diagnosis-related groups tend to underestimate the level of care required for victims of major trauma; the numbers of uninsured patients are not decreasing and may indeed be increasing; and trauma center costs cannot be covered, with cross-subsidies less available and infusions of state funds less likely. Reimbursements for primary care are also problematic, and to the extent that they are very low in the Medicaid program, they are a disincentive for office-based physicians to accept Medicaid patients and an incentive for such patients to continue to rely on hospital emergency departments (EDs).
One conclusion to be drawn from all these factors is that a partnership between the public and private sectors will be required—neither can handle the costs alone. It is partly for this reason that the committee has advocated an agency-plus-advisory-council structure that deliberately involves the private sector.he long run, "promotion of injury prevention programs will likely prove more cost effective in reducing injury morbidity and mortality than any changes in trauma care systems" (Dykes et al., 1989, p. 729).d until 1997 (P.L. 102-410) "for such sums as may be necessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
